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How to cite this article: Namuyonga J, Lubega S, Aliku T, Omagino J, Sable C, Lwabi P. High prevalence of truncus arteriosus in pediatric congenital heart disease in Uganda. Ann Pediatr Card 2019;12:186-8. Late presentation of iatrogenic diversion of inferior vena cava to the left atrium Sir, Inferior vena cava (IVC) committed to the left atrium (LA) following surgical closure of atrial septal defect (ASD) is very rare. We describe an unusual case of cyanosis with exertional dyspnea in late adulthood after surgical repair of the defect in childhood in a patient with chronic myeloid leukemia. An 18-year-old girl presented to us with symptoms of breathlessness since childhood that severely compromised her daily activities. She was a known case of chronic myeloid leukemia for which she was on medication since 10 years of age. She attended a local physician, but the above symptoms were cited as sequelae of leukemia which led to further delay in consulting a cardiac surgeon or a cardiologist. She had undergone a surgical closure of ASD under fibrillatory arrest at 4 years of age. On examination, she had a pulse rate of 98 beats/min, blood pressure of 86/64 mmHg, bluish discoloration of lips and nail beds, and room air saturation of 86%. Chest examination revealed normal bronchovesicular breath sounds. Cardiovascular system examinations were essentially normal. A transthoracic echocardiogram (TTE) revealed small ostium secundum ASD of size 6 mm × 6 mm and IVC committed to LA instead of draining into the right atrium (RA) [ Figure 1 ]. The patient was taken for surgery next day after preoperative workup. The procedure was conducted under normothermic cardiopulmonary bypass with bicaval cannulation and cardioplegic arrest. The operative findings were a 5 mm × 5 mm ostium secundum ASD, normal pulmonary venous drainage, IVC draining into LA, and a thick membrane separating IVC from RA likely a previous synthetic patch [ Figure 2 ]. This patch was excised, and the ostium secundum defect was enlarged. The defect was closed with polytetrafluoroethylene patch, so that the opening of IVC drained into the RA. The postoperative recovery was uneventful. She was discharged on the 5 th postoperative day and is doing fine after 1 year of follow-up. Diversion of IVC blood into the LA during surgical repair of low-lying secundum type ASDs is an uncommon but recognized complication of surgical closure of ostium secundum ASDs. [1] The incidence of such complications was more frequent before the routine use of cardiopulmonary bypass when hypothermia had been used along with inflow occlusion to RA. [1, 2] This complication may occur if there is a surgical incorporation of the Eustachian valve of the IVC in the repair of a low-lying ASD. [2, 3] Most of these patients have an apparently uneventful postoperative course with satisfactory reduction in heart size, and pulmonary vascularity, only to be followed by the insidious onset of cyanosis, effort dyspnea, and eventually finger clubbing and polycythemia. [2] Sometimes, cyanosis may be appreciated when the subject undergoes evaluation of the symptoms many years after closure of the ASD. [4] The delayed presentation of symptoms due to this complication may be due to the formation of collaterals from IVC, azygos vein draining from IVC to superior vena cava. [4] Early diagnosis of this condition may prevent complications related to hypoxia, cyanosis, and other potentially life-threatening complications such as cerebrovascular accidents due to paradoxical embolism.
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